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Abstract
To better understand the process of disclosing medical errors to
patients, this research offers a case analysis using Petronios’s theoret-
ical frame of Communication Privacy Management (CPM). Given the
resistance clinicians often feel about error disclosure, insights into
the way choices are made by the clinicians in telling patients about the
mistake has the potential to address reasons for resistance. Applying
the evidenced-based CPM theory, developed over the last 35 years and
dedicated to studying disclosure phenomenon, to disclosing medical
mistakes potentially has the ability to reshape thinking about the error
disclosure process. Using a composite case representing a surgical
mistake, analysis based on CPM theory is offered to gain insights into
conversational routines and disclosure management choices of reveal-
ing a medical error. The results of this analysis show that an underly-
ing assumption of health information ownership by the patient and
family can be at odds with the way the clinician tends to control disclo-
sure about the error. In addition, the case analysis illustrates that
there are embedded patterns of disclosure that emerge out of conver-
sations the clinician has with the patient and the patient’s family
members. These patterns unfold privacy management decisions on the
part of the clinician that impact how the patient is told about the error
and the way that patients interpret the meaning of the disclosure.
These findings suggest the need for a better understanding of how
patients manage their private health information in relationship to
their expectations for the way they see the clinician caring for or con-
trolling their health information about errors. 
Background
In recent years, best practices concerning informing patients about
medical errors have advocated for open and honest disclosures.1,2
However, social science research shows that there is a complexity
involved with disclosure of any kind, especially in cases where people
do not expect negative information that has the potential to impact
them.3 Perhaps the complexity of the disclosure process is the reason
for the proliferation of articles striving to understand the nature of
error disclosure. For example, there are published works on such
issues as the effectiveness of open disclosure in patient care, the
unique conditions of disclosing medical errors within specialties, clin-
ics, hospitals, for training medical students, among medical team
members, and investigations into how patients feel about this disclo-
sure.4-6
Despite the flurry of attention paid to disclosing medical errors,
there still remains resistance to telling patients about mistakes, even
though knowing about the mistake ethically belongs to the patient.
Claims have been made that the estimates of unreported adverse
events could potentially be in the millions.1,7,8 A number of factors con-
tribute to this lack of universal disclosure, among them, the possibili-
ty that the disclosure process itself may be misunderstood.5 A better
grasp on the disclosure process is likely to shed some light on ethical
practices of communication for healthcare providers and to increase
clinicians’ understanding of choices that could prove productive where
medical errors are concerned.9-13
Given these issues, this article offers a case analysis using commu-
nication privacy management (CPM) theory developed in communica-
tion science.14 This theory is evidenced-based and has been widely
used in research across multiple disciplines to better understand the
nature and process of disclosure, including health communication.15-18
Using CPM theory allows for identifying process issues underling
the disclosing or protecting of information that is considered private.
CPM also allows the ability to account for both the patient and clinician
within the context of ways each navigate disclosure interactions to
better understand medical errors. From a CPM theoretical standpoint,
a case study analysis is offered illustrating how disclosure interactions
unfold and how meaning is communicated between patient and clini-
cian when revealing medical mistakes. This case study analysis aims
to facilitate a better understanding of information ownership between
the patient and clinician, disclosure sequences that shift responsibili-
ty, and effective management of personal and professional privacy
boundaries.
Principles of communication privacy manage-ment theory in the context of understandingerror disclosure 
From a large body of research on disclosure in communication, it is
clear that revealing information that has a measure of vulnerability is
Significance for public health
Much of the mission central to public health sits squarely on the ability to
communicate effectively. This case analysis offers an in-depth assessment of
how error disclosure is complicated by misunderstandings, assuming owner-
ship and control over information, unwittingly following conversational
scripts that convey misleading messages, and the difficulty in regulating pri-
vacy boundaries in the stressful circumstances that occur with error disclo-
sures. As a consequence, the potential contribution to public health is the
ability to more clearly see the significance of the disclosure process that has
implications for many public health issues. 
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often a complicated experience.3,14-19 Using the theoretical system of
CPM provides a useful framework for analysis of medical error disclo-
sures because the theory looks at privacy management and disclosure
as an integrated system involving coordination of privacy rules and
expectations among multiple co-owners, such as patients, family mem-
bers, clinicians, medical teams, and hospital systems.12,14 CPM gives
apparatus to better see a productive way to achieve successful disclo-
sure interactions. For example, in considering how disclosure is
defined within the context of medical errors, knowing how clinicians
make choices to reveal or protect information about errors, how they
enact the disclosure of errors, why clinicians may withhold some or all
of the pertinent information about errors, and how revealing medical
errors impacts not only the patient but also the clinician disclosing a
mistake is essential to good patient care.12,14
Communication privacy management theoreti-cal assumptions
CPM argues that in considering the processes of disclosure, it is
important to note that disclosure is not what is revealed; instead disclo-
sure represents the process of telling. Private information is what peo-
ple disclose within CPM theory. What constitutes private information is
defined as information that has the potential to yield vulnerabilities if
shared with others. Private information, per se, is not further defined
in CPM theory because everyone has a different sense of what is pri-
vate.20 Nevertheless, once people start to manage and regulate private
information by having conditions for who can know, how much they
can know, and how freely they can share the information with others,
the establishment of these types of privacy rules signals that the infor-
mation shared has potential vulnerability. As a result, the owners have
expectations for managing their privacy boundaries when others are
involved.21 Underpinning the CPM management system is the dialecti-
cal assumption that people need to be both social (through disclosing)
and private (through protecting information) simultaneously leading
to making choices about when to protect and when to tell. 
Precepts of communication privacy manage-ment theory
From CPM research, we know predictively, that people believe they
own their private information − it belongs to them and they assume
they have the right to control their information.14,22,23 For example,
patients believe their medical information belongs to them and they
have the right to control the flow of that information to others, includ-
ing medical personnel.19,23
To better grasp the notion of ownership and control, CPM uses a
boundary metaphor to represent where private information is housed
and how revealing and concealing is managed.14,24 While patients seek-
ing medical care may not want to disclose certain information to a cli-
nician, they also know that to receive healthcare, they must open their
privacy boundary surrounding private health information. When
patients’ boundaries (defining ownership and control of health infor-
mation) necessarily become permeable, thereby requiring health infor-
mation disclosure such as symptoms or past health history, patients
grant information co-ownership status to the clinicians.25 CPM argues
that issues such as context, motivations, and estimates of risk-benefit
are used to make judgments about degrees of revealing or concealing
information considered private.14,26 When the choice is made to dis-
close, this is the process of linking others into their privacy boundary
and granting access to private information. People allowed into a priva-
cy boundary have responsibilities to fulfil the disclosers’ expectations
about how their private information will be treated and subsequently
managed as a co-owner. 
There are circumstances where privacy boundary regulation manag-
ing the information follows a somewhat different pattern. When treat-
ing patients, clinicians tend to consider health information about the
patient as primarily being held in their care.13 As such, clinicians make
judgments about when to tell patients about test results, they consider
how to frame the information in ways that are fitting to the needs of
the patient, and serve in a stewardship role as co-owners.27
Nevertheless, the responsibility for the co-ownership and control over
private health information, as defined by the clinician, may be diverse
from the way patients see ownership and control.13,25 These differences
may be more pronounced when considering disclosure of medical
errors. 
Patients reportedly respond to the lack of disclosure about a medical
error by changing physicians, feeling less satisfied with healthcare,
and experiencing diminished levels of trust.11 Alternatively, when a cli-
nician discloses a mistake, patients’ responses are less negative, pos-
sibly due to the act of disclosure fitting with their expectations about
being informed and their assumptions about the clinicians’ co-owner-
ship status.28 At the same time, being involved in an error may be very
personal to the clinician.29 The information about an error, and the
need to disclose to the patient, may be tempered by a desire to refrain
from disclosing to protect the clinician’s own integrity. 
Accordingly, there may be an ethical conflict between how a person-
al privacy boundary is drawn and how the clinician’s professional, co-
owned patient privacy boundary is drawn. In CPM terms, this state cre-
ates a privacy dilemma for the clinician.30,31 This privacy dilemma
stems from the desire to both protect private information about the
error for the clinician while also feeling an obligation to tell the patient
owner all pertinent information related to this case.31 When clinicians
feel conflicted about where their privacy boundary lines are drawn in
relationship to those of the patient’s, it is difficult for the clinician to
best judge how to handle disclose of the medical error to the
patient.29,32,33
The trepidation about disclosing medical errors can be more compli-
cated than deciding whether to disclose or not. Clinicians may desire to
tightly control their boundaries around private information concerning
a medical error to more fully analyse the situation before telling
patients. There may be other considerations central to a clinician’s
decision to reveal, conceal, wait, or rush to tell patients about the mis-
take.5,34-38
These judgments are guided by the use of criteria that direct the
development and implementation of privacy rules.39 People use privacy
rules to regulate their boundaries by making decisions about whether
they want to tell or protect information, how much they want to tell,
whom they tell, what information to tell, and who they want in their pri-
vacy boundary.12-14,17,20,40 For example, one study found that physicians
disclosed adverse events; however, they implemented privacy rules that
avoided issues such as mentioning why or how an error occurred.41
Successful disclosure of a medical error depends on a calculus that bal-
ances how much information to reveal, with whom the information
should be shared, when the information should be shared, and under
what conditions people should consider disclosing or concealing the
information.17,34
The privacy rules relevant to disclosure of medical mistakes are com-
plex for clinicians because once an error is known; there are decision
points about others who should be informed. Privacy rules are generat-
ed by clinicians who depend on criteria such as motivations to tell or











motivated to reveal the error, their privacy rules for sharing co-owner-
ship with others (such as selected medical staff members) may be tem-
pered by whom they can trust to tell, whom they feel they have to tell,
and whom they want to wait to tell. For example, physicians are more
likely to restrict and limit co-ownership of such private information
about medical mistakes among their peers because they perceive rep-
utational risks.29 Instead, some clinicians may turn to their spouse for
emotional comfort because they perceive the spouse to be a trustwor-
thy confidant.12 When a physician is involved in a medical error, the
details of that experience are problematic − albeit in different ways −
for the patient as well as the clinician. Even when a clinician makes a
commitment to reveal an error, research also shows that clinicians
often find it difficult to actually make the disclosure and tell patients
and their families about the unexpected events that lead to a mistake.42
Further complicating the issues are times when there is a conflict
between the kind of privacy rules patients’ use and those used by clini-
cians. Misunderstandings may occur.5,42 Medical error disclosures can
thus be complicated by privacy turbulence that results from situations
where privacy rules used by a co-owner (clinician) to regulate disclo-
sure of private information belonging to the patient are contrary to the
expectations of the original owner (patient).14,17,25,31 For example, a cli-
nician may decide to withhold information about an error because he
or she judges that the incident did not cause any real harm to the
patient. If the patient learns about the incident, privacy turbulence may
result depending on whether the patient feels the clinician acted con-
trary to expectations about the information ownership and control
rights of the patient. Whenever there is discontinuity between what
patients expect regarding the management of private medical informa-
tion and the way the clinicians treat that information there is likely pri-
vacy turbulence that needs attention to thwart the possibility of patient
distrust and dissatisfaction with their health care. 
Having an effective grasp on how the disclosure process works over-
all, and how the management of privacy boundaries surrounding infor-
mation about the medical error occurs, offers some additional insights
into reasons behind the decisions that people make about reporting a
medical error. Calling for open disclosures of medical errors glosses
over the intricacies of a sophisticated management process. This
process necessarily must take into account the calculus of revealing
and concealing or protecting in addition to the reality that there are
multiple stakeholders in the disclosure process. 
As this brief overview of CPM theory suggests, the disclosure process
affecting communication about medical errors can be complicated by
the way patients and clinicians may differentially understand where
the lines of ownership are drawn, by whom, and about information con-
trol issues. To illustrate some of the points identified through the use
of CPM theory, a case is presented that tracks the management of dis-
closures about medical errors and the way communicative interactions
take place in the course of revealing a medical mistake. The following
case is a composite developed as part of a teaching tool for surgery res-
idents at a large Midwestern medical school. The development of this
tool was used in training communication skills to the residents. The
readers should understand that although there are many different ways
to assess the communicative behaviours, we are using the case to illus-
trate the process of error disclosure interactions from a CPM perspec-
tive. 
Medical error disclosure: a case study usingcommunication privacy management analysisCase
Mrs. Brown is a 54-year-old woman with diabetes, hypertension, and
chronic right upper quadrant symptoms, whose work up suggested
chronic cholecystitis. Her diabetes has been relatively poorly controlled.
She is scheduled for an elective laparoscopic cholecystectomy. She is
taken to surgery in the morning and undergoes surgery, but the sur-
geon inadvertently transects the common bile duct during the opera-
tion. The operation is converted to an open procedure, and the bile duct
is repaired via primary re-anastomosis. 
Late in the evening on the day of her operation, Mrs. Brown develops
severe abdominal pain and fever, and an emergency CT is performed.
The CT demonstrates a bile leak, most likely from an anastomotic leak.
The surgeon comes back to the hospital in the middle of the night and
decides to take the patient back to surgery, where a second repair is
performed, and a drain and bile duct tubes are left in place. The patient
is transferred to the ICU and her husband waits by her side in the early
afternoon.Communication privacy management case analysis
Surgeon enters the ICU, where the patient appears ill, but awake and
alert. The husband sits by her side.
Surgeon: «Mrs. Brown − that was quite an adventure you’ve been
through over the past 24 hours, huh?!»
Analysis: The patient and her husband likely recognize that some-
thing is wrong by tone and possible other non-verbal cues. The physi-
cian’s initial statement opens the conversation with the suggestion
that communicates less of a partnership and more emphasis on Mrs.
Brown’s current problem. Though the statement seems empathic, there
is some appearance of distancing from co-ownership related to her cur-
rent health condition. Perhaps if he said we have been through… that
may have made him seem more of a partner. 
Mrs. Brown: «It sure has been. Right now, I just wish the pain in my
stomach would go away. This pain medicine doesn’t seem to be work-
ing very well. Can’t I have something stronger?»
Analysis: Mrs. Brown’s response underscores how trying the night
was and accepts the surgeon’s framing of the events which may prove
misleading. Then she shifts the focus by disclosing her desire for med-
ication to relieve her discomfort. This shift repositions a sense of con-
trol by the patient on her immediate needs. Mrs. Brown does not ask
the surgeon to disclose more information about why she had a difficult
night. She is focused on resolving the pain and securing relief by
requesting pain medication. She wants the surgeon to fulfil his obliga-
tions by helping her feel better.
Surgeon: «Of course you can. What we’ll do is adjust your pain pump
settings a little bit so that you’re getting more pain medicine continu-
ously, and can get a bigger shot when you press your PCA button. How
does that sound?»
Analysis: The surgeon, serving as a co-owner, is accommodating and
communicates that he is responsive to the patient’s request. This con-
versational turn illustrates that requests by Mrs. Brown for a commit-
ment from the surgeon to take her disclosure about her medical needs
seriously is being addressed.
Mrs. Brown: «Anything to get some relief…. (sighs)».
Analysis: Mrs. Brown accentuates her need for a commitment from
the surgeon. 
Mr. Brown: «Doctor, do you have any idea what happened? I was so
worried last night when the nurse called me to tell me to come in….
Then she had to go back to surgery….Is she going to be all right?».
Analysis: The patient’s husband reveals his worry about his wife and
solicits information that requests the surgeon to reveal causes for the
events. Mr. Brown uses a direct disclosure request for information that
belongs to his wife. Since he has accompanied his wife, likely privacy
forms are signed granting him legal access to her medical information.
However, in this question, the husband requests two levels of co-owned
information. 
On one level, it is clear that the husband feels he is an authorized co-
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owner of his wife’s health information. His request signals that his pri-
vacy rules regulating the co-owned privacy boundary around his wife’s
health information are predicated by being granted control by her. He
uses these rules because he is motivated to find out what happened to
his wife. Hence, he does not hesitate to make that request of the sur-
geon. His wife does not interfere with this inquiry suggesting that she
is comfortable with her husband speaking on her behalf. Thus, she
sees him as having the right to take control over soliciting information
to determine the reason she had difficulties the night before. 
On the second level, the husband is also asking the surgeon to reveal
information that he may wish to keep in his privacy boundary, either
temporarily or long term. It is difficult to say whether the surgeon’s pri-
vacy rules would have lead him to voluntarily offer a more detail expla-
nation why the patient had multiple surgeries. Still, presuming the
question was a disclosure trigger, the husband’s request did call for
information relevant to his wife that had not yet been suggested or dis-
closed by the surgeon. 
The fact that the surgeon waited until prompted to share more pri-
vate information about the medical error suggests that he may have
experienced a privacy dilemma about whether or not to reveal it; how
much information to reveal; how that information should be framed or
situated; and how it should be shared with Mrs. Brown. Obviously, the
surgeon could have revealed more information directly after the sur-
gery. Instead, he took additional time for assessing the issues and did
not appear as immediately forthcoming about sharing the private
health information about Mrs. Brown’s condition. 
Feeling the need to make an explicit request for more information by
the husband suggests the two parties may have different private rules
and expectations about the sharing of private medical information at
hand. The patient and her husband may have assumed that all her pri-
vate medical information would be readily available and shared with
them because they counted the surgeon within their collective privacy
boundary surrounding this information. The surgeon, on the other
hand, appears to have motivations leading to privacy rules that regulate
in ways that hold back information until deemed appropriate or neces-
sary. Consequently, he has a parallel privacy boundary that is thicker
regarding information about the medical error than expected by the
patient or her husband. 
Surgeon: (Sits down at the foot of the bed). «You know, I’m really,
really sorry about what happened to you. Actually, it’s completely my
fault. I told you when we first talked about doing the operation that the
procedure is very safe, but that about 2% of people have a complication.
And obviously you were one of the 2%. During the operation, the com-
mon bile duct accidentally got damaged.» 
Analysis: After the husband requested specific information about the
incident, the physician immediately takes responsibility for the prob-
lem and uses a direct apology signalling that he also acknowledged his
role as co-owner and guardian of the medical circumstances leading to
the additional surgery. However, he sets limits on the extent of his
responsibility by then pointing out that he had warned her about being
among the possible 2% of the population that might have complica-
tions. He clearly sees shared responsibility regarding the cause for
additional surgeries. However, in his response, he does not appear to
account for the fact that the error disclosure was prompted by the hus-
band’s direct request. Though not unusual to raise factors that compli-
cate surgery, the language seems to suggest a subtext, particularly in
the final disclosive statement about the operation. The surgeon modi-
fies the ownership language and states that the common bile duct acci-
dentally got damaged instead of declaring that he damaged the bile
duct. From this conversation, it is likely that the surgeon is beginning
to focus more on guarding his own privacy boundary surrounding the
issues with this surgery and redefining his definition of co-ownership
of Mrs. Brown’s medical information. 
Surgeon: (he continues to disclose the circumstances and his assess-
ment of the problem) «This duct is the pipe that carries bile from the
liver down to the gallbladder. The injury occurred while I was trying to
remove the gallbladder itself. This doesn’t happen very often, but prob-
ably because you had inflammation there for so long, everything was
kind of stuck together by scar tissue, and I had to work pretty hard to
get it all peeled apart». 
Analysis: The surgeon makes several more disclosures explaining
the conditions of this medical error. He states that the injury occurred
when he was trying to remove the gall bladder. However, he frames the
injury incident as being unusual. Through this disclosure, he shifts
responsibility onto the patient’s condition. While the patient’s condi-
tion likely was a factor, the question is whether doing so made the
patient feel responsible or whether doing so might lead to the patient
and her husband turning it around to blame the surgeon. As with other
non-medical situations, blaming may be a response to feeling the sur-
geon did not accept his co-ownership obligations, however, for this
analysis it remains a question. 
Surgeon: (continuing his explanation for the error) «During that
part of the operation, the bile duct was cut, and I had to open you up to
sew it all back together. Also, because your diabetes hasn’t been well-
controlled, you don’t heal quite as well as normal and I suspect that the
area that I sewed back together came apart because of that. When the
bile started leaking all over the place, you developed pain and fever last
night, and we had to rush you back to the OR to sort everything out and
get it all put back together. So the tubes you have in your belly − one is
to drain any bile that might leak, and one is in your bile duct, to protect
the place where the duct is sewn back together. So hopefully this won’t
occur again».
Analysis: As the surgeon persists in his revelations about the difficul-
ties he had with Mrs. Brown’s surgery, his statements appears to esca-
late the extent to which Mrs. Brown’s conditions contributed to the
need for multiple surgeries. He tells her that the bile duct was cut but
without suggesting he cut it by mistake. Disclosure of each error inci-
dent is followed by revealing how hard the surgeon worked to repair the
problem. On one level, these disclosures by the surgeon speak to taking
expectations of information co-ownership seriously. On another level,
each time there is another aspect of medical error incident disclosed,
the surgeon tends to feature the central part the patient’s condition
played in the medical mistake. Doing so intensifies the implication that
the patient should be held accountable for some of the problems lead-
ing to the error incident. While it is logical that the medical conditions
of the patient likely did contribute to the complexity of the surgery, the
way this information is being communicated by the surgeon indicates
he sees the patient’s conditions as being culpable and by implications
the patient as well. 
Though the information the surgeon discloses to the patient is right-
fully the patient’s to know, the stewardship the surgeon has as a
guardian and co-owner of the information is not as clear in the way the
disclosures take place with this patient. There are indirect messages
that sound as though the surgeon is doing everything to help the
patient. At the same time, he mentions the patient’s medical conditions
as contributing to the problems without directly pointing out where he
made mistakes. Though he takes full ownership of the error up front,
the surgeon’s language in talking about his part is vague. Using indi-
rect disclosure messages allows for more flexibility of interpretation.
Perhaps that is the goal for this surgeon. On the other hand, indirect
disclosure messages are often used when a person is concerned about
how the message will be received by co-owners, also a possibility for
the surgeon. 
Surgeon: (he concludes his explanation) «But…it was completely my
fault and, again, I’m very sorry that it happened».
Analysis: At the conclusion of this explanation, the surgeon ends his
disclosure of the events and does not openly invite the patient or her











ing time to fully understand the messages about error events, not ask-
ing if they have questions limits the possibility of the patient’s involve-
ment. However, by asking if there are any other questions, the surgeon
could have sent a message that he recognizes his responsibilities as a
co-owner of the error information and signalled he supports an open
dialogue in his role as a stakeholder in the privacy boundary surround-
ing the error incident. 
Mrs. Brown: «Well, Doctor, I understand that things happen and you
certainly shouldn’t be upset. Do you think everything will be okay
now?»
Analysis: Mrs. Brown’s reaction to the surgeon’s implied request for
forgiveness was to try to make him feel better by stating she under-
stood the circumstances. She uses language that appears to take
responsibility for her medical problems. The patient also offers a com-
forting statement to the surgeon. Finally, the patient turns back to the
surgeon’s guardianship role and asks whether everything will be ok
from now on. 
Surgeon: «I hope so. I think there is a good chance that you will even-
tually heal up and everything will go back to normal. The tubes will have
to remain in place a few weeks, and because of the larger nature of the
surgery, you will take longer to recover. I would guess you’ll be good as
new in 2-3 months».
Analysis: On more familiar grounds, the surgeon returns to a more
customary script and focuses on the medical needs of the patient offer-
ing encouragement for a good recovery.
Mr. Brown: «Has this ever happened before to you, Doctor?» 
Analysis: Mr. Brown seeks further explanations for the incident. He
questions the surgeon’s record and his experience with this kind of
surgical outcome. The husband, therefore, is soliciting more personal
kinds of disclosures about the surgeon’s abilities as a doctor. In taking
responsibility as co-owner to find out more information, the husband
adopts a primary role to make sense of the errors his wife encountered.
Given Mr. Brown is an authorized co-owner of his wife’s medical infor-
mation and shares rights of control, he feels comfortable asking the
surgeon to disclose his history with situations like the one his wife
experienced. Mr. Brown’s request for additional information concern-
ing the medical errors targets the goal of more transparency about the
issues. Obviously, Mr. Brown did not feel satisfied with the explanation
he just received from the surgeon. Mr. Brown’s question also requests
transparency about information in the surgeon’s personal and profes-
sional privacy boundaries. Mr. Brown’s question could be seen as a
challenge to the surgeon’s competence and a way of addressing
whether there is more information to explain the circumstances of the
error incidents. 
Surgeon: «Well, I have certainly had a few complications from gall-
bladder surgery in my ten years of doing the operation, and this prob-
lem is well described. But I have never seen a bile duct injury like this
where everything breaks down so quickly».
Analysis: The surgeon presents the context of such operations and
offers a credibility statement by mentioning his ten year history of this
type of surgery. He also frames the disclosures he made about the prob-
lems leading to the complications as unique conditions he faced in the
patient’s surgery. Using this strategy shifts the explanation from his
skills and judgments to technical conditions of this surgery. In so doing,
he incorporates the matters he stated to Mrs. Brown about her other
medical problems that complicated this surgery. While he directly
answers the question, he also links back to information that reminds
the husband of why he believes the surgery was so difficult. The sur-
geon offers little personal information but errs on the side of framing
the response in terms of his professional role. Doing so protects the
surgeon’s personal privacy boundary and manages boundaries using
privacy rules that accomplish this goal protecting his information, yet,
provides a response to the husband. 
Mr. Brown: «Well, we certainly understand that things can go wrong
and we’ll just pray for a quick recovery for my wife».
Analysis: Mr. Brown appears to accept the explanation. However,
stating that they will pray for a quick recovery may suggest that they
have lingering doubts. 
Surgeon: «I will, too».
Analysis: By failing to ask if either Mr. or Mrs. Brown had additional
questions, the surgeon determinedly moved toward closing the privacy
boundary on further discussion regarding the medical error. Mr.
Brown’s lingering doubts about the situation suggests that the conver-
sation has perhaps just begun for them. After further reflection and
more time to digest the information provided, Mr. and Mrs. Brown may
possibly want to know more about the issues and request further dis-
closures. Asking if the patients have questions shows interest in mak-
ing sure the patient is fully informed with all the details available about
the case and conveys concern for the patient.
Implications
This case demonstrates many of the complexities inherent in the
error disclosure process that highlight ways private health information
is managed among patients and clinicians. While there are many
aspects of this process identified in the case analysis, two themes cap-
ture some of the nuance in the error disclosure interactions, they
include; i) characteristics of patient-family-clinician co-ownership, and
ii) disclosure sequencing. Characteristics of patient-family-clinician co-owner-ship
Clinicians may not recognize expectations patients have for the care
of the shared patient health information. Though confidentiality clear-
ly is an ethical focus for clinicians, the extent to which clinicians know
how patients expect them to take care of their private health informa-
tion may rest on differing assumptions, yet, have significant ramifica-
tions for patient care.27 Using the CPM concepts of co-ownership and
privacy boundaries marking shared and personal ownership allows a
language to talk about how to understand these differing assumptions.
CPM also helps identify ways to understand ramifications that emerge
when these differences interfere with patient care.14
The case analysis illustrates the way management of the patient’s
privacy boundary surrounding her medical condition and her husband’s
role as an authorized co-owner of her information function. The hus-
band is the one who asks the probing questions of the clinician about
the mistake. Often family members serve as stakeholders advocating
for the patient and are the ones who frequently ask the difficult ques-
tions of the medical team.43 Clinicians may find it uncomfortable or
problematic when family members enact these behaviours, as a conse-
quence, members’ inquires may be disregarded.43 However, the sur-
geon in this case answered the husband’s question that, in turn, served
as a catalyst for the surgeon’s disclosure of the medical error. In this
regard, the surgeon illustrated his understanding of the legitimate co-
ownership role the husband enacted regarding the patient’s health
information. He also responded in ways that illustrated he knew he was
considered a member of the patient’s privacy boundary surrounding
health information. Further, the surgeon recognized the husband’s
right and ability as an authorized co-owner to ask what happened to his
wife and his (surgeon’s) obligation to disclosure the information. 
This case also demonstrates that the patient, her husband, and sur-
geon had different privacy rules for managing the private health infor-
mation. The surgeon’s opening statement upon entering the room
appeared to aim for showing empathy. The patient, in turn, was moti-
vated to reveal the need for relief from her pain which the surgeon
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readily addressed. In these instances, the privacy management is work-
ing in a coordinated manner between the patient and surgeon. Not
until the husband raises the question asking what happened to his wife
do the privacy management strategies change. His question triggers a
privacy rule shift where the husband holds the surgeon accountable for
disclosing more detailed information about his wife’s medical condi-
tion. The husband defines the surgeon as a co-owner of the medical
information and expects the surgeon to reveal the cause for his wife’s
circumstance. 
Given the surgeon did not initiate the disclosure about the medical
error, it is reasonable to say that it appears he entered the patient’s
room having erected a thick or more closed privacy boundary wall sur-
rounding the incidents that transpired in the operating room. This ten-
dency is not unusual when physicians must give bad news.19 However,
because the surgeon did not initiate revealing the error in this case,
being the only co-owner privy to the circumstance of the patient’s med-
ical distress, the expectations for his responsibility to initiate disclo-
sure is great. This case exemplifies the level of assumed responsibility
that co-ownership of information holds, especially when the clinician is
the only key to the patient’s private medical information. Consequently,
the ethical expectations for clinicians include recognizing accountabil-
ity for caretaking of patient private health information. Likewise, given
patients have expectations for access to their information, clinicians
need to understand the unique responsibility they have as co-owners of
patient information. Knowing a patient’s private health information
before the patient is privy carries a heightened sense of responsibility. 
Further, the case analysis illustrates that there can be a fine line for
clinicians between managing privacy boundaries around personal
information and balancing professional boundaries.13 Research shows
that clinicians often find it difficult to tell patients and their families
about the unexpected events that lead to a mistake.34,42 At times, clini-
cians may wish to protect themselves.29,32 Yet, the emotional nature of
telling patients about a medical error is complicated by the extent to
which clinicians are held responsible or impose that responsibility on
themselves.44 Physicians may try to balance exposing their personal
feelings with information in their professional role. However, medical
errors often feel very personal to the clinicians.29,44 As we see illustrat-
ed in this case, the disclosure process of revealing medical errors has
the potential to compromise the personal-professional boundaries and
likely interfere with how those disclosures are made to patients. Impact of disclosure sequencing
The sequencing of disclosure messages observed in this case illus-
trates patterns of disclosure that help define management strategies
the surgeon uses with the patient and her husband. 
In this case, the surgeon responds to the husband’s inquiry concern-
ing why his wife had a difficult time with her surgery. The surgeon dis-
closes that there was an error incident and takes full responsibility for
the error followed by an apology. This initial sequence fits the expecta-
tions argued in the research literature about the appropriate way to dis-
close a medical error.5,32 However, the pattern shifts after initially
accepting responsibility for the problems. As the surgeon begins to
explain the circumstances, his disclosures include allocating responsi-
bility to the patient for the medical error because of her pre-existing
medical conditions. Although existing medical problems likely compro-
mise surgeries, the surgeon reiterates how the patient’s medical issues
were problematic a number of times. Further, when the surgeon refers
to the patient’s medical problems in the context of explaining what
went wrong, it is always in juxtaposition to talking about what steps he
took to solve the multiple problems that emerged with this case. Thus,
the disclosure message was confounded by both taking and giving
responsibility for the error. This ambiguity of accountability in the dis-
closure message blurs the boundaries of responsibility and ownership
regarding cause. As a result, messages of accountability seem conflict-
ed. After a long description of the error events, the surgeon’s disclosure
makes another shift to closing the conversation. In this shift, the sur-
geon offers a final claim of full responsibility. While having made this
claim brought closure to the conversation for the surgeon, the husband
did not act as though the conversation about this problem was neces-
sarily over. The husband makes one more attempt to solicit information
about his wife’s surgery, this time shifting the responsibility onto the
surgeon asking if he ever had this type of problem before. The surgeon
thwarts the attempt by establishing his credibility and circling back to
the unusual nature of the patient’s difficulties. Finally, the conversa-
tion closes with everyone hoping for the best. Likely, the conversations
about this surgery are not over from the patient’s perspective and it is
possible that the patient and her husband will want more information
in the future. 
Understanding conversational patterns that emerge are important
because they uncover implicit assumptions about how best to manage
error disclosures. They often follow imbedded presumptions about
appropriate management of private health information that may be dif-
ferent for the patient and the clinician resulting in the emergence of a
problem for the patient-clinician relationship. For example, if patients
perceive that their clinician is managing their co-owned privacy bound-
ary by shifting responsibility for a medical error toward them, they may
not be forthcoming in sharing how angry they feel about that to the cli-
nician. The patient may respond with litigation or choose to seek
another health care provider in the future. Such actions would thereby
close the privacy boundary and reclaim individual privacy rights again
over a patient’s private information related to healthcare. If the privacy
boundary is jointly managed in a fulfilling way, it is not likely that the
boundary would be severed. 
This case study analysis and discussion demonstrate how using
communication privacy management theory as a framework can high-
light ways to unpack the complexity of medical error disclosures. 
References
1. Chamberlain CJ, Koniaris LG, Wu AW, Pawlik TM. Disclosure of non-
harmful medical errors and other events. Arch Surg 2012;147:282-6. 
2. Wilson J, McCaffrey R. Disclosure of medical errors to patients. Med
Surg Nurs 2005;14:319-23.
3. Derlega VJ, Metts S, Petronio S, Margulis, ST. Self-disclosure.
Review
Correspondence: Sandra Petronio, Department of Communication Studies,
Indiana University-Purdue University, Indianapolis, Charles Warren
Fairbanks Center for Medical Ethics, Indiana University Health, Cavanaugh
Hall 441, 425 University Blvd, Indianapolis 46202, IN, USA.
Tel. +1.317.274.8655 - Fax: +1.317.255.4324
E-mail: petronio@iupui.edu
Key words: disclosure, medical errors, communication privacy management
theory, privacy boundaries. 
Contributions: the authors contributed equally.
Conflict of interests: the authors declare no potential conflict of interests.
Received for publication: 1 November 2013.
Accepted for publication: 1 November 2013.
©Copyright S. Petronio et al., 2013
Licensee PAGEPress, Italy
Journal of Public Health Research 2013; 2:e30
doi:10.4081/jphr.2013.e30
This work is licensed under a Creative Commons Attribution NonCommercial









Newbury Park: Sage; 1993.
4. Lu DW, Guenther E, Wasley AK, Gallagher TH. Disclosure of harmful
medical errors, in out-of-hospital care. Ann Emerg Med 2013:61:215-
21. 
5. Mazor KM, Simon SR, Garwitz, JH. Communicating with patients
about medical errors. Arch Intern Med 2004;164:1690-97.
6. Murtagh L, Gallagher TH, Andrew P, Mello MM. Disclosure-and-reso-
lution programs that include generous compensation offers may
prompt a complex patient response. Health Aff (Millwood)
2012;31:2681-89. 
7. Kohn LK, Corrigan JM, Donaldson MS. To err is human: building a
safer health system. Washington, DC: National Academies Press;
2000.
8. McNeill PM, Walton M. Medical harm and the consequences of error
for doctors. Med J Austral 2002;176:222-25.
9. Chin, V, Gallagher, TH, Reznick, R, Levinson, W. How surgeons dis-
close medical errors to patients: a study using standardized patients.
J Surg 2005;138;851-8. 
10. Kaldjian LC, Jones EW, Wu BJ, et al. Disclosing medical errors to
patients: attitudes and practices of physicians and trainees. Soc Gen
Intern Med 2007;22:988-96. 
11. Mazor KM, Reed GW, Yood RA, et al. Disclosure of medical errors:
what factors influence how patients respond? J Gen Intern Med
2006;21:704-10. 
12. Petronio S. Impact of medical mistakes: navigating work-family
boundaries for physicians and their families. Commun Monographs
2006;73:462-7. 
13. Petronio S, DiCorcia MJ, Duggan A. Navigating ethics of physician-
patient confidentiality: A communication privacy management analy-
sis. Perm J 2012;16:41-5. 
14. Petronio S. Boundaries of privacy: dialectics of disclosure. New York:
State University of New York Press: 2002.
15. Bevan, JL, Sparks, L. Communication in the context of long-distance
family caregiving: an integrated review and practical applications.
Patient Educ Couns2011:85:26-30. 
16. Bylund CL, Peterson, EB, Cameron, KA. A practicioner’s guide to
interpersonal communication theory: an overview and exploration of
selected theories. Patient Educ Couns 2012;87:261-7. 
17. Petronio S. Brief status report on communication privacy manage-
ment theory. J Fam Commun 2013;13:6-14.
18. Steuber KR, Solomon D. Relational uncertainty, partner interference
and privacy boundary turbulence: explaining spousal discrepancies in
infertility disclosures. J Soc Pers Relat 2012,29:3-27. 
19. Helft PR, Petronio S. Communication pitfalls with cancer patients:
hit-and-run deliveries of bad news. J Am Coll Surg 2007;205:807-11.
20. Petronio, S. Communication privacy management theory and know-
ing how people regulate telling and not telling their private informa-
tion. In: Goodboy A, Schultz, K, eds. Introduction to communication
studies: translating scholarship into meaningful practice. Dubuque:
Kendall Hunt Publishing; 2012. pp 19-26. 
21. Durham, WT. The rules-based process of revealing/concealing the
family planning decisions of voluntary child-free couples: a commu-
nication privacy management perspective. Commun Stud
2008;59:132-47. 
22. Kanter, M, Afifi, T, Robbins, S. The impact of parents friending their
young adult child on Facebok on perceptions of parental privacy inva-
sion and parent-child relationship quality. J Commun 2012;62:900-17. 
23. Petronio S, Gaff C. Managing privacy ownership and disclosure. In:
Gaff C, Bylund C, eds. Family communication about genetics: theory
and practice. London: Oxford Press; 2010. pp 120-35. 
24. Child, JT, Petronio, S. Unpacking the paradoxes of privacy in CMC
relationships: the challenges of blogging and relational communica-
tion on the internet. In: Wright, K, Webb, L, eds. Computer mediated
communication in personal relationships. Cresskill: Hampton Press;
2011. pp 21-40. 
25. Petronio S, Lewis SS. Medical disclosure in oncology: families,
patients, and providers. In: Miller-Day M, ed. Family communication
and health transitions. New York: Peter Lang Publishing; 2010. pp
269-296.
26. Child, JT, Pearson, J, Petronio, S. Blogging communication, and pri-
vacy management: Development of the blogging privacy management
measure. J Am Soc Inform Sci Technol 2009;60;1-16. 
27. Petronio S, Reierson J. Regulating the privacy of confidentiality:
grasping the complexities through communication privacy manage-
ment theory. In: Afifi T, Afifi W, eds. Uncertainty, information man-
agement, and disclosure decisions: theories and applications. New
York: Routledge; 2009. pp 365-383.
28. Ledema R, Sorensen R, Manias E, et al. Patients and family members’
experiences of open disclosure following adverse events. Int J Qual
Health Care 2008;20:421-32.
29. Allman J. Bearing the burden or baring the soul: physicians’ self-dis-
closure and boundary management regarding medical mistakes.
Health Commun 1998;10:175-97. 
30. Petronio S, Sargent J, Andea L, et al. Family and friends as informal
healthcare advocates: dilemmas of confidentiality and privacy. J Soc
Pers Relat 2004;21:33-52. 
31. Petronio S, Sargent J. Disclosure predicaments arising during the
course of patient care: nurses privacy management. Health Commun
2011;26:255-66. 
32. Ptacek JT, Ptacek JJ, Ellison NM. I’m sorry to tell you…: physician
reports of breaking bad news. J Behav Med 2001;24:205-17.
33. Street RL, Krupat E, Bell RA, et al. Beliefs about control in the physi-
cian-patient relationship: effect on communication in medical
encounters. J Gen Intern Med 2003;18:609-16.
34. Hannawa, AF. Negotiating medical virtues: toward the development of
a physician mistake disclosure model. Health Commun 2009;24:391-
9. 
35. Rosner F, Berger JT, Kark P, et al. Disclosure and prevention of med-
ical errors. Arch Intern Med 2000;160:2089-92.
36. Wu WA. Handling hospital errors: is disclosure the best defense? Ann
Intern Med 1999;131:970-2. 
37. Wu WA. Medical errors: the second victim. Br Med J 2000;320:726-7. 
38. Wu AW, Huang IC, Stokes S, Pronovost PJ. Disclosing medical errors
to patients: it’s not what you say, it’s what they hear. J Gen Intern Med
2009;24:1012-17. 
39. Child, JT, Haridakis, PM, Petronio, S. Blogging privacy rule orienta-
tions, privacy management, and content deletion practices: the vari-
ability of online privacy management activity at different stages of
social media use. Computers Hum Behav 2012;28:1859-72. 
40. Petronio S, Reeder HM, Hecht ML, Ros-Mendoza TM. Disclosure of
sexual abuse by children and adolescents. J Appl Commun Res
1996;24:181-99. 
41. Gallagher TH, Waterman AD, Ebers AG, et al. Patients and physicians
attitudes regarding the disclosure of medical errors. JAMA,
2003:289:1991-7. 
42. Penson RT, Svendsen SS, Chabner BA, et al. Medical mistakes: a
workshop on personal perspectives. Oncologist 2001;6:92-9.
43. Torke AM, Petronio S, Purnell C, et al. Communicating with clini-
cians: the experiences of surrogate decision-makers for hospitalized
older adults. J Am Geriatr Soc 2012;60:1401-07.
44. Waterman AD, Garbutt J, Hazel E, et al. The emotional impact of med-
ical errors on practicing physicians in the United States and Canada.
Jt Comm J Qual Patient Saf 2007;33:467-76.
[Journal of Public Health Research 2013; 2:e30] [page 181]
Review
no
 co
mm
rci
al 
us
e o
nly
